Pulmonary sequestration is defined as a mass of abnormal lung tissue that does not communicate with the tracheobronchial tree through a normally located bronchus. Most authors classify these sequestrations either as extralobar if the mass is covered by its own pleural investment or intralobar if incorporated within the normal lung without a separate pleural membrane. Sequestrations may communicate with the gastrointestinal tract 1 and are also supplied by an anomalous systemic artery. The vast majority of the extralobar lesions are present within the thorax, most frequently between the left lower lobe and the diaphragm and rarely below it. Embryologically, these lesions are best categorized as a form of foregut malformation. 1, 3, 4 Associated anomalies are seen in ϳ65% of the patients with extralobar sequestrations (ELS) and rarely in patients with intralobar sequestrations. The anomalies usually include diaphragmatic hernias and congenital cystic adenomatoid malformation (CCAM).
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Bronchogenic cysts, teratomas, neuroblastoma, intestinal duplications cysts, adrenal hemorrhage, and renal dysplasia should be considered among the more common differential diagnoses of subdiaphragmatic lesions in the perinatal period.
CLINICAL HISTORY
A left suprarenal mass was detected at 22 weeks' gestation during a routine ultrasound (US). A 1.5 ϫ 0.8-cm hyperechoic and cystic lesion was noted to the left of the lumbar spine and superior to the left kidney (Figure 1 ). No feeding vessel was noted by US, and no hemorrhage was detected by ultrafast fetal magnetic resonance imaging. The clinical differential diagnosis included neuroblastoma and pulmonary sequestration. The postnatal computed tomography scan and US were consistent with an adrenal neuroblastoma. Neonatal urinary vanilylmandelic acid was reported as negative.
The left adrenal and the tumor were resected at 40 days after delivery. The specimen weighed 3.56 gm and contained a 2 ϫ 1 ϫ 0.5-cm "fleshy" nodule along the superior and medial aspect of the adrenal gland. Serial longitudinal sections disclosed a well-delineated, solid, tan lesion with a 0.2-cm white-gray collapsed cyst at one of the edges ( Figure 2 ). The adjacent adrenal gland was unremarkable.
Touch preparations disclosed many ciliated columnar cells (Figure 3 ). The nodule was composed of many irregular cystic and tubular structures resembling bronchioles. These structures were lined by a ciliated respiratory epithelium and were surrounded by smooth muscle fibers and islands of cartilage resembling a CCAM type II ( Figure  4) . In other areas, the lesion had an alveolar pattern, and the luminal spaces contained proteinaceous fluid with many foamy macrophages. There was an associated mild lymphocytic infiltrate. The adjacent adrenal gland was normal for age.
DISCUSSION
ELS located in the abdomen are rarely diagnosed before excision. Certain laboratory and imaging pitfalls should be considered to avoid a misdiagnosis. [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] For example, vanilylmandelic acid and homovanillic acid may be negative in newborns with neuroblastomas. The sonographic findings are usually nondiagnostic, because neuroblastomas may show a wide spectrum of findings ranging from solid to cystic. [7] [8] [9] [10] However, ELS are characteristically hyperechoic. Color Doppler US is the most accurate modality to demonstrate the characteristic systemic feeding vessel present in ELS. Touch preparations obtained from the surgical specimen cut surface disclosed respiratorytype ciliated columnar cells suggestive of a retroperitoneal extrapulmonary sequestration or a bronchogenic cyst. [11] [12] [13] The latter supports the diagnostic value of preoperative fine needle aspiration and a possible nonsurgical approach in the nonsymptomatic patient. [15] [16] [17] A number of associated anomalies, often severe, have been reported in approximately two-thirds of ELS cases. 3, 18, 19 These include CCAM, gastrointestinal abnormalities, and diaphragmatic hernia. CCAM-like features were noted in this case.
ELS are usually diagnosed in the neonatal period. The pathology may involve a pulmonary segment, a lobe, or even the entire lung. 20 The major embryogenic theories suggest that ELS may originate as a foregut bud, by trapping of embryonic lung by other organs, by capture of a developing lung bud by an anomalous artery, by failure of
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the pulmonary artery to develop fast enough (leading to an anomalous and collateral branch), or even by a combination of the above. 4 An intra-abdominal location is unusual; however, it may be explained by a form of lung trapping during the closure of the pleuroperitoneal membranes that form the diaphragm. The intra-abdominal lesions may be totally isolated or in communication with the lung through abnormal vessels. 20 The arterial supply may come from the thoracic or abdominal aorta, celiac axis, or phrenic artery. The venous drainage is into the azygos or suprarenal vein. There are only a few reported intra-abdominal cases in older patients, 21, 22 a finding that supports a congenital origin. In fact, the frequent association of ELS with type II and III CCAM has raised the possibility of a common event at ϳ5 to 6 weeks' gestation. 23 No adequate explanation for the left-side predominance of these lesions has been offered.
The major differential diagnoses of a suprarenal mass in the neonatal period includes teratoma, neuroblastoma, and adrenal hemorrhage. The presence of bone, persistent complexity of the lesion, and no significant decrease in size on follow-up examinations 24 should aid in the diagnosis by imaging modalities. The detection of a systemic feeding vessel is considered diagnostic of sequestration. Bronchogenic cysts 25 and intestinal duplication cysts 26 are less common differential diagnoses and may share the same developmental pathway with ELS. Bronchogenic cysts do not have an alveolar differentiation, and duplication cysts are lined by intestinal-type epithelium. Renal dysplasia involving the upper pole may pose a difficult challenge before excision. The rare congenital retroperitoneal tumors with rhabdomyomatous differentiation 27 should be considered in the prenatally detected retroperitoneal masses showing spindle cells by light microscopy. There have also been isolated reports of retroperitoneal hematomas, abscess, synovial sarcoma, malignant schwannoma, and leiomyosarcoma. 28 
